A good deal of mystery surrounds the prevalence and severity of rheumatoid arthritis (RA) living on a rural island off the coast of China showed a prevalence of RA of no more than 03%. It was stated that no clinically unusual features were recognised in these cases, but only 17 subjects with definite RA were examined. No prevalence study has so far been completed in China. It has been suggested, however, that RA as a whole seems milder in severity in China than in western countries. 6 Chang Nai-Cheng in Beijing reports that according to radiological staging of disease progression and classification of joint function the very severe stage 4 and class IV patients were not commonly seen in his clinic, the incidence of rheumatoid nodules was relatively low (5-13%), and pulmonary involvement was rarely seen. 6 The hypothesis to be considered in this study is x Rays included in the study were one view of both hands, including wrists, one view of the feet, and a posteroanterior chest x ray. The hands and feet x rays were ranked as follows: 1=normal; 2=early-soft tissue swelling and periarticular osteoporosis; 3=mild-soft tissue swelling, osteoporosis, and a definite erosion or two; 4 and 5=moderate A and B-these showed severe erosions, joint space narrowing, and some deformity, with A being less severe than B; 6=severe-such cases showed gross erosions, subluxation, deformity, joint space narrowing, and occasionally ankylosis. Films were initially graded independently by two rheumatologists and a radiologist in each country. In each unit where a discrepancy was found the films were reevaluated by the panel of three observers. Films were exchanged between the two centres and results compared. Of 24 x rays of the hands exchanged, 19 were consistent in the two centres and five varied by only one grade. The chest x rays were classified as (1) normal, (2) mild increase in lung markings, (3) moderate increase in lung markings, (4) interstitial fibrosis, (5) pleural adhesions, (6) old (chronic) tuberculosis, (7) an enlarged heart.
Photographs of the patient's hands and feet were taken to assist in maintaining consistency in recording joint deformity. Haematological, biochemical, and serological tests were performed and these included a haemoglobin, white cell count and differential count, platelet count, erythrocyte sedimentation rate (ESR) measurement performed by the Westergren method, serum creatinine determination, and urinalysis. Rheumatoid factor was measured by both the latex and sheep cell agglutination tests, and the kits used for the Chinese patients were supplied by the Melbourne unit. Antinuclear antibody titres and pattern were based on HEp2 cells, also supplied by the Melbourne unit. HLA including DR typing was also used, and HLA typing trays and sera were supplied to Shanghai by the Royal Melbourne Hospital. The HLA data will not be included in this report as further population cross checking is necessary. Data were coded and entered on the University of Melbourne VAX computer system using the database system DATATRIEVE. Statistical analyses (contingency tables, t tests) were carried out using the statistical package for the social sciences. Interpretation of significance statements must be tempered by multiple comparison considerations.
Results
As expected the majority of cases were female, 76% of the 100 Chinese and 69% of the 82 Australians, with the difference being not significant. The Australian patients were significantly older, with a mean age of 60 years (SD 14) compared with 45 years (SD 13) in China (p<0.001). Disease duration was considerably longer in Australia 12-6 years (SD 9) compared with China 6-3 years (SD 6) (p<0001). A past history of tuberculosis was present in 17% of Chinese patients but was absent from the Australian series (p<0.0002) ( Table 1) . A past history of rheumatic fever occurred in 3% of the Chinese and 6% of the Australian patients, the difference being not significant. The presence of associated medical conditions-diabetes mellitus, hypertension, ischaemic heart disease, chronic bronchitis and emphysema, and peptic ulceration are shown in Table 1 , as is a family history of inflammatory arthritis. A weak significant difference was shown for ischaemic heart disease, possibly reflecting the older population, and a strong difference was shown for peptic ulceration. As indicated, all cases fulfilled criteria for either classical or definite disease but there was a significant difference in that 82% of the Australian series compared with 50% of the Chinese series showed classical disease, with definite disease occurring respectively in 18% and 50% (p<0.001). There was no significant difference in disease onset, with 31% of Australian and 37% of Chinese having an acute onset, while the figures for an insidious onset were respectively 69% and 63% (NS). The disease course also showed no significant differences, with virtually equal numbers in China and Australia being included in each grouping ( Table 2 ). Specific symptoms listed in the protocol included fever, Raynaud's phenomenon, carpal tunnel syndrome, mononeuritis, dry eyes, episcleritis, psoriasis or other rashes, pericarditis, myocarditis, or pleurisy. Raynaud's phenomenon was more common in the Australian series (p<00002), while a past history of carpal tunnel syndrome occurred in 22% of the Australian series and only 2% of the Chinese (p<0001). Symptoms (but not signs) of a peripheral neuritis were commoner in the Chinese series, where they represented 17% compared with 2% of the Australian series (p<0005). When it came to physical signs, subcutaneous and tendon nodules were much commoner in the Australian series, while lymphadenopathy, hepatomegaly, but not splenomegaly were commoner in China (Table 3) . Ocular signs were uncommon in both series, and the same was true of pulmonary, cardiac, and neurological signs. Nail fold infarcts were also uncommon, and leg ulcers were more frequent in the Australian series (see Table 3 ). A positive Schirmer's test for lacrymal secretion (10 mm or less) was found in 64% of Chinese and 40% of Australians (p<005).
EXAMINATION OF THE JOINTS
Examination of the joints showed a number of striking differences. Ulnar drift of the fingers was measured as +, + +, or + + +. Deformity was more frequent in the Australian series, and the severer X RAY RESULTS
x Ray results are summarised in Table 8 . Striking differences were noted in both the assessments of hands and feet, with higher grades representing more severe disease being shown in the Australian series (p<0.001). Differences in the chest x rays were not as marked, with slightly less than half of the Chinese series and slightly less than two thirds of the Australian series having normal chest x rays. Old chronic tuberculosis was more common in the Chinese series (p<0.025).
LABORATORY INVESTIGATIONS
The latex test for the rheumatoid factor was positive in 70% of the Chinese series and 65% of the Australians, while antinuclear antibody positivity in a titre of 1 in 40 or more occurred in 30% of Chinese Table 9 . Impairment in renal function as measured by serum creatinine and proteinuria was uncommon in both series.
Discussion
The aim of the study was From the point of view of comparability there were no significant differences in seropositivity for the rheumatoid factor nor for the frequency of ANA. Disease onset was the same, and more surprisingly in view of the greater severity of disease in the Australian series there were no significant differences in the disease course.
The explanation for the increased frequency of peptic ulcer in Australia does not appear to be related to major differences in the usage of drugs. The majority of both series were taking NSAIDs even though these varied in type between the two countries. Despite the fact that more salicylates were used in Australia this did not correlate with peptic ulcer occurrence. Chinese doctors tend to use antacids routinely with patients taking NSAIDs and this may be the reason why so many Chinese patients were taking antacid preparations (25%). The more widespread use of SAARDs could possibly reflect the more severe and chronic disease as seen in the Australian series. The availability of specific SAARDs clearly varied, with gold being the most popular drug in Australia and penicillamine in China. Only small numbers of patients in these series were on immunosuppressive drugs.
The frequent use of surgery in Australia possibly relates to the more severe and chronic changes but also must in part be due to a difference in availability of procedures such as total hip and total knee replacements in the two countries.
When the differences that have been shown between the two series are considered the major influence on the disease picture of the longer disease duration and the higher mean age of patients in the Australian series must be acknowledged. Certainly some of the more chronic changes as evidenced by deformity, decreased range of joint motion, and x ray changes are at least partly related to these factors. The increased frequency of ischaemic heart disease in Australians could also reflect an age factor. Despite these limitations it should be noted that the mean disease duration in China was 6-3 years and one can therefore anticipate that the pattern of disease with regard to severity and extra-articular manifestations including nodules would be established. Little evidence has been provided that other visceral manifestations and in particular vasculitis are more common problems in RA in Australia than in China. With regard to treatment, apart from the infrequent use of joint surgery in China, similarities of approach outnumber differences. Disease chronicity and availability of drugs explain most of the differences that were recorded.
